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Objectives: This study examined knowledge of late-life depression among staff working in residential and
community aged care settings, as well as their previous training in caring for older people with depression.
Method: A sample of 320 aged care staff (mean age¼ 42 years) completed a survey questionnaire. Participants
included direct care staff, registered nurses and Care Managers from nursing and residential homes and
community aged care services.
Results: Less than half of the participating aged care staff had received any training in depression, with
particularly low rates in residential care. Although aware of the importance of engaging with depressed care
recipients and demonstrating moderate knowledge of the symptoms of depression, a substantial proportion of
staff members saw depression as a natural consequence of bereavement, aging or relocation to aged care.
Conclusion: Experience in aged care appears to be insufficient for staff to develop high levels of knowledge of
depression. Specific training in depression is recommended for staff working in aged care settings in order to
improve the detection and management of late-life depression, particularly among direct carers, who
demonstrated least knowledge of this common disorder.
Keywords: depression; aged care; staff knowledge; staff training
Introduction
Depression is a significant problem in aged care, and
is likely to become a greater public health issue
with expected demographic shifts leading to a greater
number of frail older individuals. Research suggests
that while the prevalence of depression is low among
general community samples of older persons, rates are
substantially higher among those people who require
aged care services (National Institute of Health (NIH)
Consensus Conference, 1992). Estimations of the
prevalence of major depression in residential care
have ranged from 14 to 26% (Baker & Miller, 1991;
Davison et al., 2007; Gerety et al., 1994; Teresi,
Abrams, Holmes, Ramirez, & Eimicke, 2001). While
there has been less research into rates of depression
among older people who receive professional aged care
services in their own homes, preliminary estimates of
the prevalence of major depression in this population
have ranged from 4 to 13.5% (Bruce et al., 2002; Fyffe,
Sirey, Heo, & Bruce, 2004; Pre´ville, Coˆte´, Boyer, &
He´bert, 2004).
Left untreated, depression among older people
may result in a chronic depressive illness, with
a poor prognosis for complete recovery (Parmelee,
Katz, & Lawton, 1992; Rovner et al., 1991). This
highlights the importance of early detection and
treatment of depression in aged care. However,
available evidence from residential settings suggests
that at least 50% of cases of late-life depression
go undetected by General Practitioners (GPs)
(Davison et al., 2007; Phillips & Henderson, 1991;
Rovner et al., 1991; Teresi et al., 2001). Similarly
low-detection rates have also been reported among
older people who receive care in their own homes
(Bruce et al., 2002; Fyffe et al., 2004).
The identification of depression among older
persons is challenging, given the high comorbid rates
of dementia, medical illness, and declines in physical,
social and cognitive functioning, all of which can
complicate diagnosis. Detection of depression may also
be hampered by the short consultation times available
to GPs and by the reluctance of many older people to
discuss emotional symptoms in medical consultations
(Mellor et al., 2006). To compensate for these factors,
GPs frequently rely on aged care staff to provide
observations and to aid in the detection and monitor-
ing of depressive symptoms, because they have a higher
level of day-to-day contact with older people, and
often establish more intimate relationships. Aged care
staff are, therefore, valuable sources of information
about the mental state of older care recipients, and
could potentially play a key role in the early detection
of late-life depression.
Unfortunately, the limited research that has been
conducted in this area suggests that aged care staff may
be relatively unskilled in detecting signs of depression.
The statement from the NIH consensus conference
concluded that ‘. . . the prevalence of depression is
particularly high among patients in nursing homes, but
staff in many of these facilities are not equipped to
recognize or treat depressed patients’ (NIH Consensus
Conference, 1992, p. 1024). This conclusion was
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supported by the findings of a study of residential
homes in the UK, which found that only 17% of
depressed residents had been identified by their key
workers (Mann et al., 2000). In a recent qualitative
study, GPs asserted that aged care staff typically only
detect substantive changes in the mental state of their
care recipients, and require explicit guidance in
monitoring symptoms of depression (McCabe,
Davison, Mellor, & George, 2008).
In order for aged care staff to detect depression
among their care recipients, they require knowledge
about depressive signs and symptoms. Unfortunately,
there are indications that aged care staff possesses only
limited knowledge of this kind. Leo, Sherry,
DiMartino and Karuza (2002) reviewed referrals for
psychiatric consultations received from residential
aged care staff, and found that most of the depressed
patients were actually referred for other reasons,
typically for ‘behavior problems’ or anxiety. A quali-
tative study in aged care facilities reported that
most depressed residents held the view that their care
staff did not recognize the syndrome of depression,
although they thought staff members were generally
aware when residents were feeling down (Mellor,
Davison, McCabe, & George, 2008a). Family members
of aged care recipients with depression have reported
similar concerns about the level of knowledge among
care staff, suggesting that some staff were unable to
distinguish symptoms of depression from the older
person’s personality characteristics or physical condi-
tions (Mellor, Davison, McCabe, & George, 2008b).
As has been noted in a previous literature review,
there is little available research focusing on mental
health knowledge among aged care staff (Hsu, Moyle,
Venturato, & Creedy, 2004). In particular, there is an
absence of empirical research directly assessing levels
of knowledge of depression among aged care staff,
including their knowledge of the diagnostic criteria and
the signs that may indicate that an elderly person is
depressed. Further investigation of carers’ understand-
ing of depression is required, particularly whether they
are aware of the prevalence of depression in later life.
There is a widespread perception that older people are
at a particularly high risk of depression, due to factors
relating to aging (Feinson, 1985), which may act to
normalize perceptions of depressive disorders in later
life. Previous research has found a small proportion of
GPs subscribe to this myth (Collins, Katona, & Orrell,
1995). Aged care staff participating in an earlier focus
group study on depression in aged care indicated
a perception that depression may be inevitable among
a population adjusting to residential care or experi-
ences of loss (McCabe, Davison, & Mellor, 2006).
However, further research is required to determine
whether aged care staff commonly subscribe to the
myth that depression is a natural consequence of aging
and the changes commonly associated with later life.
In addition, research is required to determine whether
staff are cognizant of the importance of responding
appropriately to depressed older people. In order to
respond appropriately to depression among care
recipients, staff should have reasonable knowledge in
all the three areas: symptoms of depression, awareness
that depression is not a normal reaction to care
recipients’ circumstances, and awareness that action
should be taken if a care recipient appears depressed.
The present study addressed the above gaps in the
literature and surveyed the varied aged care staff who
work across different settings, including residential
(long-term care) and community (or home care) aged
care services, in Melbourne, Australia. Residential
aged care services included high-level care facilities
(nursing homes), and low-level care facilities (known
variously as residential homes or assisted living
facilities). We aimed to determine level of knowledge
of depression among direct carers, who provide most
of the day-to-day care of older people, as well as
among senior staff, who coordinate the care provided
by services, monitor the well-being and functioning of
older people, and liaise with medical practitioners.
Senior staff members included registered nurses (RNs)
in residential settings and Care Managers in commu-
nity settings. Given the absence of suitable validated
instruments for use with aged care staff,
a questionnaire was developed specifically to evaluate
knowledge of depression, with items designed to assess
the three different aspects of knowledge of late-life
depression described above. The current study pro-
vided an evaluation of this new instrument using
confirmatory factor analysis (CFA).
The current study also collected data on any
specific training on depression received by aged care
staff, whether through their formal professional train-
ing or workplace training provided by their employer
and investigated whether receipt of such training was
associated with improved knowledge of depression.
The relationship between level of knowledge and years
of experience in the aged care sector was then
examined, in order to determine whether staffs with
a greater exposure to depressed older people were more
knowledgeable about the illness. An understanding of
factors related to knowledge of depression is important
in order to develop appropriate training programmes
for staff to improve the well-being of people receiving
aged care services.
Methods
Participants
Aged care staff from 30 residential and community
aged care agencies were invited to participate in the
study. Agencies were randomly selected from a larger
pool of agencies servicing metropolitan Melbourne,
Australia in order to obtain a group representative of
the varied aged care services. Services were diverse in
terms of number of older people cared for, fees,
admission criteria, staff-to-consumer ratios, and other
indices of quality of care, and included private
companies, not-for-profit organizations, and
578 T.E. Davison et al.
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government funded services. Managers of these ser-
vices were contacted through a letter and subsequent
telephone call. Twenty-two of the 30 managers agreed
to allow aged care staff members to be approached to
participate in the study (facility response rate of
73.3%). Reasons given by the eight managers who
did not consent to their facility being involved in the
study included a lack of available time (n¼ 7) and
previous recent participation in a research project
(n¼ 1). Six individual staff members working at the
time of data collection declined the invitation to
participate. This resulted in a study response rate
within participating aged care services of 98.2%.
The final group consisted of 320 aged care staff
members, and included 277 women and 41 men (two
participants did not indicate gender), who ranged in
age from 17 to 67 years (M¼ 42; SD¼ 12 years).
Participants worked in varied aged care settings: 15
nursing or residential homes (n¼ 218), and 7 commu-
nity aged care services (n¼ 102). Among those working
in community settings, nine participants worked in
a day care centre for older people, while the remainder
provided aged care services in older people’s own
homes. The length of time participants had worked in
the aged care industry ranged from 1 month to
20 years, with a median length of employment of
6 years (SD¼ 7 years, 6 months).
Participants reported varied backgrounds in terms
of their professional training, although a small
proportion of participants did not complete the
section on training, and some data within this
section were missing. Within residential aged care
settings, RNs had either completed a university
degree (n¼ 28; 29.5%), or Certificate IV level
training1 (n¼ 41; 43.2%), while over one quarter of
RNs reported that they had received training in
hospitals only (n¼ 25; 26.3%). The training most
commonly received by direct carers in residential care
was Certificate III level in aged care work2 (n¼ 86;
69.9%). Other direct carers reported no formal
training (n¼ 32; 26.0%).
Within community aged care settings, the majority
of care managers had a university education (n¼ 39;
81.2%), most commonly in nursing, social work, social
welfare or occupational therapy. A small number had
completed a Certificate IV (see endnote 1) course
(n¼ 4; 8.3%), or had been trained in the workplace
only (n¼ 5; 10.4%). Many community-based direct
carers reported previous training in aged care at
Certificate III level (see endnote 2) (n¼ 41; 75.9%),
while others reported no formal training (n¼ 11;
20.4%).
Measures
Demographics
Background information on the gender, age, work-
place and job title of participants was collected.
In addition, their experience in the aged care sector,
as well as details of their training was collected,
including any previous training in depression.
Knowledge of late-life depression
Aged care staff members’ level of knowledge of
depression among older people was assessed using
the 10-item Knowledge of Late-Life Depression Scale,
which was designed to measure three aspects of
knowledge of depression: ‘Symptoms of Depression’,
‘Myths of Depression’ and ‘Responding to Depression’
(see list of items on Table 1). Three items in this
instrument were developed from a previous scale
measuring knowledge of depression for practitioners
in primary care settings (Collins et al., 1995).
Remaining items were designed specifically for use
with aged care staff, and were based on DSM-IV-TR
criteria for Major Depressive Disorder, as well as
findings from previous qualitative studies on the views
of aged care staff (McCabe et al., 2006). Items were
rated on a 4-point Likert scale, from 1 indicating
strong disagreement to 4 indicating strong agreement.
Possible total scores ranged from 10 to 40, with
a higher score representing a higher level of knowledge
of depression (responses to 6 items were reversely
scored). Cronbach’s s for the three subscales were
0.63, 0.55, and 0.55, indicating low-internal
consistency.
Procedure
Ethics approval to conduct this study was obtained
from the University Ethics Committee. Participating
managers in residential settings facilitated the research
by allowing a research assistant to approach all staff
members working on a single shift in relation to
participation in the study. Managers in community
settings facilitated this process by allowing a research
assistant to approach all staff members attending
a monthly staff meeting or training session. Each
aged care service was visited on one occasion only,
with the aim of obtaining a representative sample of
aged care staff. Questionnaires were completed by
participants during their shift while in the workplace,
after giving signed, informed consent.
Statistical analyses
Participants’ previous training in depression and
scores on the Knowledge of Late-Life Depression
Scale were examined using descriptive statistics. CFA
was employed to examine the factor structure of this
new scale. Group differences in depression knowledge
scores, for staff with and without previous training
in depression, for staff in different settings, and for
direct carers versus senior staff were examined using
t-tests and Analysis of Variance (ANOVA) and
Multiple Analysis of Variance (MANOVA) as appro-
priate for the number of variables under examination.
Aging & Mental Health 579
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The relationship between knowledge scores and length
of experience in aged care was determined using
Pearson’s correlation.
Results
Training in depression
Participants were asked to provide details of their
specific training in depression. More than half of the
participants reported that they had received no
training in depression (59.1%; see Table 2).
Approximately one-third of the sample reported that
depression was discussed in their formal training
(32.5%). Only a small proportion of participants
reported that they had received specific training
through educational efforts within their current or
previous workplace (7.2%). Participants working in
community-based aged care settings were more likely
to have received training in depression than were those
working in residential settings, 2(1, n¼ 320)¼ 19.81,
p5 0.001.
Evaluation of the knowledge of late-life depression
scale
Confirmatory factor analysis was employed to
evaluate the factorial properties (i.e., factor structure
and loadings) of the Knowledge of Late-Life
Depression Scale and estimated using maximum
likelihood Chi-square estimation. The combinatorial
approach for model fit was used in line with the
recommendations of Hu and Bentler (1999). As
a result, the Comparative Fit Index (CFI), Tucker–
Lewis Index (TLI), Root Mean Standardized Error
of Approximation (RMSEA) and the Standardized
Root Mean Square Residual (SRMR) were used to
assess model fit. The model illustrated in Figure 1
depicts the factor structure tested. The model was
developed a priori and was based on our expecta-
tions of which items loaded on the three factors of
the Knowledge of Late-Life Depression Scale. Thus,
items representing knowledge about the Symptoms of
Depression (items 2, 5, 6 and 9) were constrained to
load on the symptoms factor. Items related to
commonly held Myths of Depression (items 3, 4
and 7) were forced to load onto the myths factor.
Finally, items reflecting aged care staffs’ responses to
older adults with depression (items 1, 8 and 10) were
modelled to load onto Responding to Depression.
To facilitate the examination of the correlations
between the subscales, the covariances amongst the
latent factors were freely estimated.
The initial model demonstrated goodness-of-fit,
2(32,N¼ 320)¼ 43.00, p4 0.05; CFI¼ 0.967;
TLI¼ 0.953; RMSEA¼ 0.033; SRMR¼ 0.043.
A specification search was conducted in order to
examine any misfit in the model. Inspection of the
Modification Indices (i.e., Lagrange Multiplier)
revealed the need to freely estimate the error covar-
iance between item 5 and 8 (MI¼ 6.89), resulting
in a significant improvement to the model, 2(1)¼
6.523, p5 0.01; TLI¼ 0.023. This modification
was deemed appropriate, given that both items
relate to the severity and chronicity of depression.
The final respecified model resulted in excellent
fit, 2(31,N¼ 320)¼ 36.473, p4 0.05; CFI¼ 0.983;
TLI¼ 0.976; RMSEA¼ 0.023; SRMR¼ 0.040). As
can be seen from Table 1 the items were shown to
have significant moderate to strong factor loadings
on their respective latent factors suggesting that
the items were good indicators for each factor. The
correlations between the factors suggested that
Responding to Depression was weakly associated
with Myths of Depression (r¼ 0.18) and Symptoms
of Depression (r¼ 0.20), while Symptoms of
Depression and Myths of Depression were negatively
correlated (r¼0.42).
Table 2. Source of training in depression and scores on Knowledge of Late-Life Depression Scale for staff in residential-and
community-based settings.
Residential-based setting Community-based setting
Direct carers Registered nurses Direct carers Care managers Total sample
Source of training
None 87 60 23 19 189
Professional training 25 32 28 19 104
Workplace 7 1 2 3 13
Conference or seminar 1 1 1 1 4
Within previous role 3 1 0 6 10
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Scores on Knowledge of Late-Life Depression Scale
Symptoms of depression 12.94 (2.21) 13.83 (2.21) 12.37 (2.15) 13.45 (1.52) 13.18 (2.16)
Myths of depression 6.43 (1.79) 6.84 (2.13) 6.59 (1.70) 7.84 (1.87) 6.79 (1.95)
Responding to depression 9.58 (1.86) 10.36 (1.59) 9.81 (2.09) 10.97 (1.39) 10.06 (1.82)
Total scale 29.02 (2.98) 31.04 (3.42) 28.83 (3.17) 32.38 (3.11) 30.10 (3.42)
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Scores on the Knowledge of Late-Life Depression
Scale
Mean item scores for each subscale were examined to
determine which aspects of depression were best
understood by aged care staff, and to determine
areas of weakness in their knowledge. Highest scores
were found for the subscale Responding to Depression
(M¼ 3.22, SD¼ 0.64), with nearly all participants
demonstrating an awareness that depressed older
people should not just be left alone, and the majority
of staff reporting that actions can be taken to help
depressed older people (Table 1). Similar scores were
found on the subscale Symptoms of Depression
(M¼ 3.19, SD¼ 0.55), although there was some varia-
tion in responses to individual items. To illustrate,
nearly all participants acknowledged that older people
may actually be depressed even though they do not
report low mood, and there was strong endorsement of
the importance of suicidal ideation. However, staff
were less clear about specific symptoms of depression,
with less than half of the sample confidently identifying
loss of interest, fatigue and sleep disturbance as
depressive symptoms, and less than one-third strongly
endorsing the symptoms poor concentration, rest-
lessness and guilt.
Particularly low scores were found for the subscale
Myths of Depression (M¼ 2.16, SD¼ 0.59). The
majority of participants (79.5%) reported a belief
that depression is a normal reaction to the death of an
older person’s partner. In addition, only one-quarter of
aged care staff strongly disagreed with the statements
that depression is a normal reaction to the changes of
old age or to relocating to an aged care residential
facility. More than half of the sample believed that the
majority of aged care residents suffer from depression.
Variables associated with knowledge of late-life
depression
There was no significant association between the
length of time the participants had worked in the
aged care industry and total scores on the Knowledge
of Late-Life Depression scale (Pearson’s r¼ 0.08).
However, aged care staff who reported having received
specific training in depression received a significantly
higher total score, t(309)¼ 3.23, p5 0.001. Post hoc
t-tests found higher scores on the subscale Responding
to Depression among those who had received training,
t(311)¼ 2.13, p5 0.05. The effect of training on scores
on the subscales Symptoms of Depression,
t(317)¼ 1.70, p¼ 0.09 and Myths of Depression,
t(316)¼ 1.84, p¼ 0.07, approached but did not reach
significance.
A two-way ANOVA was conducted to determine
whether there were differences in knowledge of
depression between aged care staff with differing
professional qualifications and those working in
different settings. There was no effect of aged care
setting, F(1, 307)¼ 2.17, p¼ 0.14, with similar depres-
sion knowledge scores for staff working in resi-
dential and community settings. However, there
was a significant finding for level of seniority,
F(1, 307)¼ 51.11, p5 0.001, with senior staff
(RNs and Care Managers) scoring higher than direct
carers. A post hoc examination of individual subscales
using a MANOVA found that senior staff were more
Item 2
Item 5
Item 6
Item 9
Item 3
Item 4
Item 7
Item 1
Item 8
Item 10
Symptoms of
depression
Responding to
depression
Myths of
depression
Figure 1. Modelled factor structure of the Knowledge of Late-Life Depression Scale. Error covariances are not included in the
illustration for ease of interpretation.
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knowledgeable than direct carers in all aspects:
Symptoms of Depression, F(1, 309)¼ 13.97,
p5 0.001, Myths of Depression, F(1, 309)¼ 11.14,
p5 0.001, and Responding to Depression,
F(1, 309)¼ 19.70, p5 0.001.
In addition to the direct effect, the ANOVA
revealed a significant interaction effect of seniority
and setting, F(1, 307)¼ 3.86, p5 0.05. A post hoc t-test
found care managers in the community obtained
higher total scores in the depression knowledge scale
than did RNs in residential settings, t(138)¼ 2.24,
p5 0.05. A post hoc MANOVA found that care
managers were better able to refute the myths of
depression, F(1, 138)¼ 8.23, p5 0.01 and demon-
strated greater knowledge of the importance of
responding to depression, F(1, 138)¼ 4.81, p5 0.05.
However, care managers were no more knowledgeable
than RNs about the symptoms of depression,
F(1, 138)¼ 0.78, p¼ 0.38. There was no significant
difference between knowledge scores of more junior
staff (direct carers) working in community and
residential settings, t(169)¼ 0.38, p¼ 0.71.
Discussion
This research examined the training received by aged
care staff, as well as their knowledge of late-life
depression. A broad cross-section of aged care staff
was recruited, including RNs and Care Managers, who
held the senior positions in the workplace and were
mostly tertiary educated, as well as direct carers, who
provided most of the day-to-day care of older people.
Direct carers typically have a high level of contact with
older people, but these participants had received either
no formal training or a relatively brief training course
in aged care.
Aged care staff can serve as a pivotal link to ensure
that depression among older people is detected and
appropriately treated. The knowledge of depression
demonstrated by aged care staff in the present study
was moderate, but varied for different aspects of
knowledge. Reassuringly, most staff were aware that
depression may be present even if an older person does
not report low mood, and the majority of staff
correctly identified symptoms of depression.
However, only approximately half of the participants
‘strongly’ endorsed the items relating to symptomatol-
ogy with the remainder only ‘somewhat’ agreeing with
the items, suggesting they may lack confidence in
knowing which symptoms indicate depression. For
example, although 83.7% of the sample correctly
agreed that sleep problems, loss of interest in things
previously enjoyed and tiredness are symptoms of
depression, only 43.4% ‘strongly agreed’ with the
statement. This low level of endorsement is of concern,
given that loss of interest is one of the two key criteria
for diagnosis, and ‘nearly always present, at least to
some degree’ among individuals with depression
(American Psychiatric Association, 2000, p. 349).
There was also evidence of misunderstanding of the
aetiology of depression in later life. Particularly
concerning was the belief held by the majority of
aged care staff that depression is a natural reaction to
bereavement, with many participants also believing
that depression is a normal consequence of old age or
of relocation to an aged care facility. While there is an
association between depression and bereavement, the
majority of older people who lose their spouse do not
develop depression (Cole & Dendukuri, 2003;
Schoevers et al., 2000). Similarly, aging is not a risk
factor for depression, with low rates typically reported
among general samples of older people living in the
community (NIH Consensus Conference, 1992). Rates
of depression are considerably higher in residential
facilities than among community samples of older
people (NIH Consensus Conference, 1992), and it is
essential that staff are alert to the likelihood that
a substantial proportion of their care recipients will be
depressed, but depression is not an inevitable con-
sequence of relocation to aged care. Aged care staff in
this sample were much more likely to endorse myths of
aging (39.1% agreed that ‘depression is a normal
reaction to the changes of old age’) than a previous
sample of GPs in primary practice (7.9% agreed that
‘depression in the elderly is a natural consequence of
aging’; Collins et al., 1995). This is despite the high
level of contact that aged care staff have with older
people. Such views could have serious consequences, as
staff may be less inclined to make referrals for medical
treatment if they perceive signs of depression, such as
low mood, as normal or understandable reactions in
older care recipients. However, aged care staff in this
study did report a strong awareness of the importance
of responding to depressed older people, as well an
understanding that actions can be taken to help this
group. High scores on items related to responding
appropriately to depression were reassuring, suggesting
that aged care staff were likely to take depression
seriously. Consistent with previous reports of training
for aged care staff focusing on physical rather than
emotional health needs (Rovner & Katz, 1993), less
than half of the participants in this study had received
any training in depression, with particularly low rates
among those working in residential settings. Only
a small number of aged care services had provided
their staff with workplace training on how to provide
care for depressed older people. Low levels of staff
training in the assessment of depression have been
previously noted in aged care (Dalton & Busch, 1995).
This situation is most unfortunate given the high
prevalence of depression in residential and community-
based aged care populations (Bruce et al., 2002;
Davison et al., 2007).
The duration of staff members’ experience working
in the aged care sector was unrelated to knowledge
about late-life depression. Thus, simply working in an
aged care environment over an extended period of time
did not appear to be sufficient to provide staff with
more accurate information about the symptoms and
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course of this mental illness. Staff with more extensive
professional training (RNs and Care Managers) had
a better understanding of all aspects of depression
compared to direct carers who typically provided the
majority of the daily care to older people, with highest
knowledge scores among senior staff working in
community services. Direct carers in both residential
and community settings are in particular need of
specific training to better care for older people with
depression.
Those aged care staff who had received some
previous training in depression demonstrated higher
scores on knowledge of the importance of responding
to depression. This is consistent with preliminary
evidence in the literature that participation in a brief
depression training programme designed specifically
for aged care staff is associated with improved knowl-
edge of late-life depression (McCabe, Russo, Mellor,
Davison, & George (2008); Walker & Osgood, 2000).
However, staff who had received depression training in
the current sample were not significantly more knowl-
edgeable about the symptoms of depression than
untrained staff, and they also endorsed myths of
aging. This finding supports the need for training in
depression to aged care staff, but suggests that existing
training programmes may be improved in order to
achieve better outcomes. The duration and content of
training in depression previously received by partici-
pants was not assessed in the present study, and
therefore we cannot make inferences about the impact
of specific aspects of previous programmes on staff
knowledge. However, given that depression training
received by the participants did not appear to have
a significant impact on their knowledge of symptoms
nor help to refute myths of late-life depression, this
study offers some suggestions for improving staff
training. Future educational initiatives may benefit
from providing aged care staff with a better under-
standing of the presentation of clinical depression,
particularly details of which signs and symptoms
suggest that an older person may be depressed,
rather than experiencing dissatisfaction or difficulties
in adjusting to later life. While aged care staff are
not expected to diagnose depression, a better under-
standing of the presentation of older people with
a depressive illness may lead to improved confidence
among staff, and result in higher detection rates among
depressed older people in aged care. It is important
that the ageist views that are highly prevalent among
aged care staff be addressed, so that staffs respond
appropriately to depression as a pathological response
that requires treatment.
There are a number of limitations of this study. The
research aim was to recruit a sample representative of
aged care staff, by approaching all staff members in
aged care service working on a particular shift, with
only a small number choosing not to participate.
However, over one-quarter of the managers of
the randomly selected aged care services declined the
invitation to facilitate the study. It may be that
the staff who took part in this study had different
levels of knowledge of depression to staff in aged care
services that did not participate due to other commit-
ments or a perceived lack of available time.
A major outcome from this study is the validation
of a new multi-dimensional measure to assess knowl-
edge of late-life depression among aged care staff. The
Knowledge of Late-Life Depression scale has been
used to evaluate changes in the knowledge of aged care
staff following participation in a training programme
in depression, with significant increases in scores
adding support for the validity of this new measure
(McCabe et al., in press). This tool, which is brief to
complete, may assist in determining levels of knowl-
edge of depression among staff at all levels within an
aged care organization, and is likely to be particularly
useful as an outcome measure for educational initia-
tives. However, replication with other aged care
samples is required, particularly comparing the knowl-
edge scores from this Australian sample with those
obtained from other samples in other countries. At
present, the generalizability of the current results to the
wider international context is unclear. However,
indications from the available literature on this topic
are that the absence of a strong understanding of
depression by aged care staff appears to be the norm
across countries (e.g., Mann et al., 2000; NIH
Consensus Conference, 1992). The instrument devel-
oped for this study will allow knowledge of staff in
various settings to be quantified. The factor analysis
supported the underlying structure of the tool, which
assesses three aspects of knowledge. However, the
internal reliability of each subscale was rather low,
which is of concern. As noted for some years in the
psychometric literature, a sound and robust factor
structure does not necessarily assume high-internal
consistency of a measure (e.g., Cattell, 1978; Gorsuch,
1983; Mulaik, 1972). Upon reflection, it appears that
some of the double and triple-barrelled items asso-
ciated with the instrument such as, ‘difficulty concen-
trating, restlessness, and feeling overly guilty about
things are all symptoms of depression’ may somewhat
obscure the meaning of certain items for respondents,
or have respondents agreeing with one component of
the item and disagreeing with another. These types
of item characteristics may very well impact on the
internal consistency of subscales. Our team is currently
revising the instrument by developing clearer and
simpler items to address this limitation.
This study focused on staff knowledge of depres-
sion. The finding of moderate scores on the knowledge
instrument suggests that poor knowledge about
depression is unlikely to fully explain the poor skills
demonstrated by aged care staff in detecting depression
among their care recipients. Staff may have reasonable
awareness of depressive symptoms, but find it difficult
to determine whether older people may actually be
depressed in practice, particularly those with multiple
comorbid medical conditions or dementia. A series of
case scenarios may better assess knowledge in practice,
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although such a tool is likely to be more burdensome
for staff to complete. In addition, while staff may have
a strong awareness of the importance of responding to
depression, there may be other factors that act to
constrain the detection of depression by aged care staff
in practice. The following factors have been identified
in qualitative studies in aged care settings: lack of staff
confidence discussing emotional symptoms with older
people, difficulty communicating concerns about
depression to more senior staff and medical practi-
tioners and organizational barriers, such as perceived
lack of time or the common focus on physical rather
than emotional health in aged care settings (McCabe
et al., in press; Mellor et al., 2008a, 2008b). Future
research comparing demonstrated skills of staff with
their knowledge of depression is recommended, to
determine the impact of level of knowledge on actual
staff practices.
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Notes
1. Certificate IV level courses offer vocationally-based
training, typically completed at college, involving the
equivalent of full-time study over 12 months.
2. Certificate III level courses offer shorter vocationally-
based training, typically completed at college, involving
the equivalent of part-time study over 6 or 12 months.
References
American Psychiatric Association (2000). Diagnostic and
statistical manual of mental disorders (4th ed.).
Washington: Author.
Baker, F.M., & Miller, C.L. (1991). Screening a skilled
nursing home population for depression. Journal of
Geriatric Psychiatry and Neurology, 4, 218–221.
Bruce, M.L., McAvay, G.J., Raue, P.J., Brown, E.L.,
Meyers, B.S., Keohane, D.J., et al. (2002). Major
depression in elderly home health care patients. American
Journal of Psychiatry, 159, 1367–1374.
Cattell, R.B. (1978). The scientific use of factor analysis.
New York: Plenum.
Cole, M.G., & Dendukuri, N. (2003). Risk factors for
depression among elderly community subjects: A systemic
review and meta-analysis. American Journal of Psychiatry,
160, 1147–1156.
Collins, E., Katona, C., & Orrell, M. (1995). Management
of depression in the elderly by general practitioners: II.
Attitudes to ageing and factors affecting practice. Family
Practice, 12, 12–17.
Dalton, J.R., & Busch, K.D. (1995). Depression: The missing
diagnosis in the elderly. Home Healthcare Nurse, 13,
31–35.
Davison, T.E.,McCabe,M.P.,Mellor,D., Ski, C.,George,K.,
& Moore, K. (2007). The prevalence and recognition
of depression among aged care residents with and without
cognitive impairment. Aging & Mental Health, 11, 82–88.
Feinson, M.C. (1985). Aging and mental health:
Distinguishing myth from reality. Research on Aging, 7,
155–174.
Fyffe, D.C., Sirey, J.A., Heo, M., & Bruce, M.L. (2004).
Late-life depression among black and white elderly home-
care patients. American Journal of Geriatric Psychiatry, 12,
531–535.
Gerety, M.B., Williams, J.W., Mulrow, C.D., Cornell, J.E.,
Kadri, A.A., Rosenberg, J., et al. (1994). Performance of
case-finding tools for depression in the nursing home:
Influence of clinical and functional characteristics and
selection of optimal threshold scores. Journal of the
American Geriatrics Society, 42, 1103–1109.
Gorsuch, R.B. (1983). Factor analysis (2nd ed.). New Jersey:
Erlbaum.
Hsu, M.C., Moyle, W., Venturato, L., & Creedy, D. (2004).
Mental health knowledge in residential aged care:
A descriptive review of the literature. Contemporary
Nurse, 17, 231–239.
Hu, L., & Bentler, P.M. (1999). Cutoff criteria for fit
indexes in covariance structure analysis: Conventional
criteria versus new alternatives. Structural Equation
Modelling, 6, 1–54.
Leo, R.J., Sherry, C., DiMartino, S., & Karuza, J. (2002).
Psychiatric consultation in the nursing home: Referral
patterns and recognition of depression. Journal of
Psychosomatic Research, 53, 783–787.
Mann, A.H., Schneider, J., Mozley, C.G., Levin, E., Blizard,
R., Netten, A., et al. (2000). Depression and the response
of residential homes to physical health needs. International
Journal of Geriatric Psychiatry, 15, 1105–1112.
McCabe, M.P., Davison, T.E., & Mellor, D. (2006).
A training program for professional carers in recognising
depression. Part I: Needs analysis. Report for
the Beyondblue Victorian Centre of Excellence in
Depression and Related Disorders. Melbourne: Deakin
University. Retrieved November 3, 2008, from http://
www.beyondblue.org.au/index.aspx?link_id¼6.769&tmp¼
FileDownload&fid¼700
McCabe, M.P., Davison, T.E., Mellor, D., & George, K.
(in press). Barriers to care for depressed older people:
Perceptions of aged care and medical professionals.
International Journal of Aging and Human Development.
McCabe, M.P., Davison, T.E., Mellor, D., & George, K.
(2008). Knowledge and skills of professional carers work-
ing with older people with depression. Aging & Mental
Health, 12, 228–235.
McCabe, M.P., Russo, S., Mellor, D., Davison, T.E., &
George, K. (2008). Effectiveness of a training program
for carers to recognise depression among older people.
International Journal of Geriatric Psychiatry, 23,
1290–1296.
Mellor, D., Davison, T.E., McCabe, M.P., & George, K.
(2008a). Professional carers’ knowledge and response to
depression among their aged-care clients: The care
recipients’ perspectives. Aging & Mental Health, 12,
389–399.
Mellor, D., Davison, T.E., McCabe, M.P., & George, K.
(2008b). The management of depressed elderly care
recipients: Family perspectives on the skills of professional
carers. Journal of Community Health Nursing, 25, 44–61.
Aging & Mental Health 585
D
o
w
n
lo
ad
ed
 B
y:
 [
De
ak
in
 U
ni
ve
rs
it
y]
 A
t:
 0
1:
43
 1
8 
Se
pt
em
be
r 
20
09
Mellor, D., Davison, T.E., McCabe, M., George, K., Moore,
K.A., & Ski, C. (2006). Satisfaction with general
practitioner treatment of depression among residents of
aged care facilities. Journal of Aging and Health, 18,
435–457.
Mulaik, S.A. (1972). The foundations of factor analysis.
New York: McGraw-Hill.
National Institute of Health Consensus Conference (1992).
Diagnosisandtreatmentofdepressioninlate life.TheJournal
of the AmericanMedical Association, 268, 1018–1024.
Parmelee, P., Katz, I.R., & Lawton, M.P. (1992). Depression
among institutionalized aged: Assessment and prevalence
estimation. Journal of Gerontology, 44, M22–M29.
Phillips, C.J., & Henderson, A.S. (1991). The prevalence
of depression among Australian nursing home
residents: Results using draft ICD-10 and DSM-III-R
criteria. Psychological Medicine, 21, 739–748.
Pre´ville, M., Coˆte´, G., Boyer, R., & He´bert, R. (2004).
Detection of depression and anxiety disorders by home
care nurses. Aging & Mental Health, 8, 400–409.
Rovner, B.W., German, P.S., Brant, L.J., Clark, R.,
Burton, L., & Folstein, M.F. (1991). Depression and
mortality in nursing homes. Journal of the American
Medical Association, 265, 993–936.
Rovner, B.W., & Katz, I.R. (1993). Psychiatric disorders in
the nursing home: A selective review of studies related to
clinical care. International Journal of Geriatric Psychiatry,
8, 75–87.
Schoevers, R.A., Beekman, A.T.F., Deeg, D.J.H., Geerlings,
M.I., Jonker, C., & Van Tilburg, W. (2000). Risk factors
for depression in later life: Results of a prospective
community based study (AMSTEL). Journal of Affective
Disorders, 59, 127–137.
Teresi, J., Abrams, R., Holmes, D., Ramirez, M., &
Eimicke, J. (2001). Prevalence of depression and depres-
sion recognition in nursing homes. Social Psychiatry and
Psychiatric Epidemiology, 36, 613–620.
Walker, B.L., & Osgood, N.J. (2000). Preventing suicide and
depression: A training program for long-term care staff.
Omega, 42, 55–69.
586 T.E. Davison et al.
D
o
w
n
lo
ad
ed
 B
y:
 [
De
ak
in
 U
ni
ve
rs
it
y]
 A
t:
 0
1:
43
 1
8 
Se
pt
em
be
r 
20
09
